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deteriorate. Well-equipped vehicles (air or ground) with specially 1 staff can make it possible to provide some advanced care even before ing the destination hospital. Pediatric transport teams have genera eluded physicians, but it may prove possible to provide essential cai teams relying on other personnel (McCloskey et al., 1989). Not all fers to referral centers can be made by highly skilled and well-eq transport teams, however; this fact makes it essential that local he and ambulance services be able to provide the minimum level of care sary to maintain a patient's condition until more advanced care brought into play.
Under the auspices of the AAP (AAP, 1986; Day et al., 1991), lines are evolving to address training needs, transport team compi and medico-legal issues. No one transport system will be appropr every setting or every case. Factors such as weather, geography, condition, and costs will affect the choice of vehicle (e.g., ground lance, helicopter, fixed-wing aircraft). Even more complex are d« about aeromedical EMS programs, staffing, costs, and relationships pitals and trauma centers (Freilich and Spiegel, 1990). McCloskey (1991) and Orr and Kennedy (1991) both provide definitive overv pediatric transport issues. As in much of emergency medicine, i studies are needed to answer many questions about the effective transport practices, such as whether physicians are needed as men-transport teams and the relative value of rapid transport and arriva allowing greater time for on-scene stabilization.
Improving Outcomes of Care
A leading argument for regionalization of pediatric emergency is the belief that children receiving care in a PICU or PTC will ha\ outcomes than those cared for in adult trauma or intensive care u few studies have been done to demonstrate differences in outcome, of the first such studies, Pollack and colleagues (1991) did find high expected mortality at nontertiary hospitals than at tertiary hospital children less than 18 years old who were "receiving care for head or who required intubation for respiratory support (for >12 [hours] operative)" (p. 151). Another recent study compared children tr PTCs, urban nonpediatric (general) trauma centers, and rural non trauma centers (Nakayama et al., 1992). The investigators foun mortality rates in the rural trauma centers, but no significant dil remained when comparisons were based on the probability of surviv surmised that these data reflect an informal system that tends younger children and children with head and neck injuries who are est risk to the specialized care available at the PTC. Cooper and c<l regionalization will depend heavily on the availability of high quality transport to referral centers. Because the patients who need to be transported are generally the most severely ill and injured, they require highly skilled care during the transfer to ensure that their condition does notDs may develop policies that will help triage nurses of physiologic derangement, penetrating truncal injuries or ... more than a trivialures, for instance, bag-valve-mask ventilation and peripheral and central venous cannulation. Professions Commission, for example, addressed implications of changes in the health care system and in healthcare needs for schools training health care professionals (Shugars et al., 1991).  In 1993, the Institute of Medicine had under way various studies in this area, including ones on dental education, on career paths in clinical research, and on increasing minority participation in the health professions.
